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Supplement t o  

Attachment 3.18 

Service12b 

Dent u  r e s  


MONTANA 

The f o l l o w i n g  p r i o r  a u t h o r i z a t i o n s  a r e  r e q u i r e d  f o r  D e n t u r e s :  

1. 

2 .  

3. 

4 .  

5. 


1. 

2.  

3. 


All fu l lden tu resmus tbepr io rau tho r i zed .  


All p a r t i a ld e n t u r e sm u s tb ep r i o ra u t h o r i z e d .  


All r e l i n e sm u s tb ep r i o ra u t h o r i z e d .  


All jumpsmustbe p r i o r  a u t h o r i z e d .  


All replacementdenturesmustbepr iorauthor ized.  


d e n t u r e s  o ffo l low ingReplacement o f  i s  a1 lowed when onethe  
circumstancesoccurs:  

d e n t u r e s  a r e  a t  l e a s t  y e a r sa. 	 P a r t i a l  t h a t  f i v e  o l d  may be 
r e p l a c e db yf u l ld e n t u r e s .  

b. I t  i s  d e t e r m i n e d  t h e  d e n t u r e s  c a u s i n gt h a t  e x i s t i n g  a r e  t h e  
pa t ien tser iousphys ica lmed ica lp rob lems.  

Jumping i sa l l o w e df o rd e n t u r e sb e t w e e nf i v e  ( 5 )  and ten(10 )yea rs  
o l d .  

Re l i nesa re  a1 lowed a tt h r e e  (3 )  y e a ri n t e r v a l s ,e x c e p tt h a tt h e  
first r e l i n e so fi m m e d i a t ed e n t u r e sa r ea l l o w e dt h r e em o n t h sa f t e r  
placement o f  t h e  d e n t u r e s .  

The f o l l o w i n g  l i m i t a t i o n s  a p p l y  t o  D e n t u r e s :  

cons ide red  a re  o fServ i ces  exper imen ta lno t  a b e n e f i tt h e  Montana 
MedicaidProgram. 

Exper imen ta lse rv i cesinc lude :  

and inc lud ing drugs,1. 	 All proceduresi tems,  prescr ibed considered 
exper imenta lbythe  U.S. Department o fH e a l t h  and Human S e r v i c e so r  
anyotherappropr ia tefedera lagency .  

2 .  A1 1 proceduresand items, i nc lud ingp resc r ibeddrugs ,p rov idedas  
p a r t  o f  a cont ro ls tudy ,approvedbytheDepar tmento fHea l thand 
Human S e r v i c e so ra n yo t h e ra p p r o p r i a t ef e d e r a la g e n c yt o  demon­
s t r a t ew h e t h e rt h ei t e m ,p r e s c r i b e dd r u go rp r o c e d u r ei ss a f e  and 

c u r i n g / p r e v e n t i n g ,  a l l e v i a t i n gi n  o re f f e c t i v e  c o r r e c t i n g  t h e  
e f f e c t s  o f  c e r t a i n  m e d i c a l  c o n d i t i o n s .  

3. A1 1 proceduresand iitems, i nc lud ingp resc r ibeddrugs ,wh ich  may be 
s u b j e c tt oq u e s t i o nb u ta r en o tc o v e r e d  i n  #1and #2 above, will be 
Depar tment 's  rev iew 

o r g a n i z a t i o n .  

TN #90-13M Approved .\,-\Fa 01/01/90 

supercedes TN #88-10-20 

theby  des ignated  
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Service 12C 
Prosthetic Devices 

MONTANA 

The following limitations apply to Prosthetic Devices: 

1. 	 Orthopedic shoes are excluded unless they are attached to a brace. This does not include diabetic shoes 
as defined by Medicare and outlinedby Medicare. 

2. Shoerepairandshoecorrectionsareexcluded. 

3 .  	 Prior to the fitting and purchase of a hearing aid, a physician or mid-level practitioner must complete a 
hearing aid evaluationor refer the Medicaid recipientto alicensed audiologist for the hearing aid 
evaluation. 

4. 	 For a Medicaid recipient, a hearing aid purchased by Medicaid will be replaced no more than once in a 5 
year period and onlyif: 

a. The original hearing aid has been irrepairably broken after the 1 year warranty period or has been 
lost; 

b. The provider’s records document the loss or broken condition of the original hearing aid; or 

c. The original hearing aid no longer meets the needs of the recipient and a new hearing aid is 
determined to be medically necessary by a licensed audiologist 

5.  	 Hearing aid rentals are allowed only in connection with the recipient being fitted for a new hearing aid. 
Rentals are limitedto a maximum of30 days. 

6. Limitations outlined in Numbers 4 and 5 do not apply to services required as a result of EPSDT. 

The following prior authorizations apply to Prosthetic Devices: 

1. All requests for the purchase of hearing aid(s) are prior authorized by the Department or its designee. 

2. Items (other than hearing aids) costing $1000 or more require prior authorization before the service is 
provided. 

3 .  	 Items (other than hearing aids) costing less then $1000 do not require prior authorization unless that item 
is required to be reviewedby the Department prior to reimbursement as outlined in the Provider Manual. 

TN##98-@/2 Approved /d/Qfh8 Effective: 08/14/98 
Supersedes TN# 87-10-06 
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Service 12d 
Eyeglasses 

MONTANA 

The following !imitations apply to Eyeglass Services: 

1. 	 A Medicaid recipient is limited to one pair of eyeglasses (frames and lenses) per 730 day 
period except for situations o u t E d  in&e provider manual. 

2. 	 A medicaid recipient may obtain replacementlenses 365 days after the dispensing of the 
existing eyeglasses if the lenses are not usable. 

3. Limitation does not applyto services required as a result of EPSDT. 

Tn'# 97-012 Approved la I 1 9 /.s7 
Supersedes TN#89(10)9 



eva lua ted   

#87-10-06  

a re   o f   

med ica l   

Page 1 of 1 

Supplement t o  
Attachment 3.1B 

Serv ice  13a 
D iagnos t i cServ i ces  

MONTANA 

The f o l l o w i n g  l i m i t a t i o n s  a p p l y  t o  D i a g n o s t i c  S e r v i c e s :  

cons idered t h e  MontanaServ ices  exper imenta lno t  a b e n e f i t  
MedicaidProgram. 

Exper imenta lserv icesinc lude:  

and inc lud ing  drugs ,1. 	 All proceduresi tems,  p rescr ibed cons idered 
exper imenta lbythe  U.S. Department o fH e a l t h  and Human S e r v i c e so r  
anyotherappropr ia tefedera lagency.  

2. A1 1 proceduresand iterns, i nc lud ingp resc r ibeddrugs ,p rov idedas  
p a r t  of a contro ls tudy,approvedbytheDepar tmentofHeal thand 
Human S e r v i c e so ra n yo t h e ra p p r o p r i a t ef e d e r a la g e n c yt o  demon­
s t r a t ew h e t h e rt h ei t e m ,p r e s c r i b e dd r u go rp r o c e d u r ei ss a f e  and 

c u r i n g / p r e v e n t i n g ,  a l l e v i a t i n gi n  o re f f e c t i v e  c o r r e c t i n g  t h e  
e f f e c t s  o f  c e r t a i nm e d i c a l  c o n d i t i o n s .  

and inc lud ingprescr ibeddrugs,3. All procedures i tems,  which may be 
s u b j e c tt oq u e s t i o nb u ta r en o tc o v e r e di n  #1 and #2 above, will be 

theby  des ignatedDepar tment 's  rev iew 
o r g a n i z a t i o n .  

TN Approved ,SY/32/f7 
I 

Supercedes TN #85-10-12 

SPLAN/mm-29 
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Attachment 3.1B 


Service 13b 

Screening Services 


MONTANA 


The following limitations apply to Screening Services: 


Servicesconsideredexperimentalarenotabenefit oftheMontana 

Medicaid Program. 


Experimental services include: 


1. 	 All proceduresanditems,includingprescribeddrugs,considered 

experimental by the U.S. Department of Health and Human Services or 

any other appropriate federal agency. 


2. 	 A1 1 procedures and items, including prescribed drugs, provided as 

part of a control study, approved by the Department of Health and 

Human Services or any other appropriate federal agency to demon­

strate whether the item, prescribed drug or procedure is safe and 

effective in curing/preventing,correcting or the
alleviating

effects of certain medical conditions. 


3. 	 A1 1 procedures and i items, including prescribed drugs, which may be 
subject to question but are not coveredin #1 and #2 above, will be 
evaluated by Department's medicalthe designated review * 

organization. 

TN #87-10-06 Approved &&2/fi7 
Supercedes TN #85-10-12 L+ 
SPLAN/mm-30 
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Serv ice  13c 
Prevent iveServ ices  

MONTANA 

The f o l l o w i n g  l i m i t a t i o n s  a p p l y  t o  P r e v e n t i v e  S e r v i c e s :  

cons ideredServ ices exper imenta lnot  a b e n e f i t  o f  t h e  Montana 
MedicaidProgram. 

Exper imenta lserv icesinc lude:  

and inc lud ing drugs,1. 	 All procedures i tems,  prescr ibed considered 
exper imenta lbythe  U.S. Department o fH e a l t h  and Human S e r v i c e so r  
anyotherappropr ia tefedera lagency.  

2. 	 A1 1 proceduresandi tems,includingprescr ibeddrugs,providedas 
p a r t  o f  a controlstudy,approvedbytheDepartment o fH e a l t h  and 
Human Serv i ceso ranyo the rapprop r ia tefede ra lagencyto  demon­
s t r a t ew h e t h e rt h ei t e m ,p r e s c r i b e dd r u go rp r o c e d u r ei ss a f e  and 
e f f e c t i v e  c o r r e c t i n gi n  o rc u r i n g / p r e v e n t i n g ,  a l l e v i a t i n g  the 
e f f e c t so f  c e r t a i nm e d i c a lc o n d i t i o n s .  

3 .  All proceduresandi tems,inc lud ingprescr ibeddrugs ,wh ich  may be 
s u b j e c tt oq u e s t i o nb u ta r en o tc o v e r e di n  #1 and #2 above, will be 

theby  des ignatedDepar tment 's  med ica l  reviewrev i  
o r g a n i z a t i o n .  
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Service 13d 
Rehabilitative Services 

MONTANA 

The following limitations apply to Rehabilitative Services: 

A. Services considered experimental are not abenefitoftheMontanaMedicaidProgram. 

Experimental services include: 

1.  	 All proceduresanditems,includingprescribeddrugs,consideredexperimental by the U.S. 
Department of Health and Human Services or any other appropriate federal agency. 

2. 	 All procedures and items, including prescribed drugs, provided as part of a controlstudy, 
approved by the Department of Health and Human Services or any other appropriate federal 
agency to demonstrate whether the item, prescribed drug or procedureis safe and effective in 
curing/preventing, correcting or alleviating the effects of certain medical conditions. 

3. 	 All proceduresanditems,includingprescribeddrugs,which may besubjecttoquestion but are 
not covered i n  # 1  and #2 above, will be evaluated by the Department's designated medical 
review organization. 

B. 	 RehabilitativeServicesare mentalhealth services provided outside of the clinic setting thatmight 
otherwise be providedin the clinic. 

Rehabilitative Services must be provided by a licensed mental health center, or in cases where no mental health 
center is willing or able to provide the services, theymay be provided by an organization designated, approved 
and under contract with the Addictive and Mental Disorders Division of the Montana Department of Public 
Health and human Services. 

TN 99-07 Approved \JC /'? 7 
Supersedes: TN: 87-10-06 
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Attachment 3.1B 


Service 14a 

Inpatient Hospital


Services for 

Individuals Age 65 or 

Older in Institutions 

for Mental Disease 


MONTANA 


The following limitations apply to Inpatient Hospital Services for Individuals 

Age 65 or Older in Institutions for Mental Disease: 


Servicesconsideredexperimentalare not abenefitoftheMontana 

Medicaid Program. 


Experimental services include: 


1. 

2. 

3. 


All proceduresand items, includingprescribeddrugs,considered 
experimental by the U.S. Department of Health and Human Services or 
any other appropriate federalagency. 

A l l  procedures and items, including prescribed drugs, provided as 

part of a control study, approved by the Department of Health and 

Human Services or any other appropriate federal agency to demon­

strate whether the item, prescribed drug or procedure is safe and 

effective in curing/preventing,correctingalleviating
or the 
effects o f  certain medical conditions. 

A1 1 procedures and items , including prescribed drugs, which may be 
subject to question but are not covered in #1 and #2 above, will be 
evaluated by Department's medicalthe designated review 

organization. 


SPLAN/mm-33 
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Supplement to 

Attachment 3.1B 


Service 14b 
S k i  11ad nursing. - , .  ~facility services for 

individuals Age 65 or 

Older in Institutions 

for Mental Disease 


MONTANA 


ThefollowinglimitationsapplytoSkilledNursingFacilityServicesfor 

Individuals Age 65 or Older in Institutions for Mental Disease: 


A. 	 Servicesconsideredexperimentalare not abenefitoftheMontana 

Medicaid Program. 


Experimental services include: 


1. 	 All proceduresanditems,includingprescribeddrugs,considered 

experimental by the U.S. Department of Health and Human Services or 

any other appropriate federalagency. 


2. 	 All proceduresanditems,includingprescribeddrugs,providedas 
part of a control study, approved by the Department of  Health and 
Human Services or any other appropriate federal agency to demon­
strate whether the item, prescribed drug or procedure is safe and 
effective in curing/preventing,correctingalleviatingor the 
effects of certain medical conditions. 

3. 	 All procedures and items, including prescribed drugs, which may be 
subject to question but are not covered in W1 and #2 above, will be 
evaluated by Department's medicalthe designated review 

organization. 


R. Items orservicesthatarenotincluded in thepaymentbenefitfor 

services rendered by a nursing facility in the Montana Medicaid Program, 

but for which the residentmay be charged are asfollows: 


1. Vitamins,multivitamins;
2. Calciumsupplements;

3. Nasal decongestants and antihistamines; 


TN # 89-10-07 Approved d//k/&? Effective: 1/1/89, 
Supercedes TN #87-10-06 


SPCAN/KIITI-~~ 
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4. 

5 .  
6. 

7. 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 

Serv ice  14b 
skilled nursing- . - .  

facility services for 
I n d i v i d u a l s  Age 65 o r  
O l d e r  i n  I n s t i t u t i o n s  
forMentalDisease 

MONTANA 

Specia lrequestsby a n u r s i n g  home r e s i d e n tf o r  a s p e c i f i ci t e mo r  
t h a t  i s  d i f f e r e n t  t h a t  t h e  r o u t i n e l yb r a n d  f r o m  w h i c h  f a c i l i t y  


s t o c k so rp r o v i d e s  a r e q u i r e m e n to rc o n d i t i o no fp a r t i c i p a t i o n  

which i s  covered the per 
under Medicaid diem r a t e  ( i . e .spec ia l  
l o t i o n ,  powder, d iape rs ) ;  
Shaving soap; 
Toothpaste,toothbrush; 
Cosmetics; 
H a i r  combs; 
Brushes ; 
Tobaccoproductsandaccessories; 
Persona ldryc lean ing ;  
Beautyshopservices;  
T e l e v i s i o n  r e n t a l  ; 
L e s s - t h a n - e f f e c t i v ed r u g s( e x c l u s i v eo fs t o c ki t e m s ) ;
Over - the-counter  (exc lus ive  of t h e  r o u t i n edrugs  f o l l o w i n g  s t o c k  

acetaminophen,  mi lk  minera li tems;  aspi r in ,o fmagnesia,  o i l ,  
suppos i to r iesfo revacuat ion ,maa loxandmylan ta)  

TN # 89-10-07 Approved d / / k / k F  
Supercedes TN 687-10-06 

SPLAN/mm-34.1 


